Introduction
According to the World Health Organization (WHO), sexuality is a central aspect and integrated part of human life (1) . Sexuality is not confined to physiological processes, such as erection, lubrication, orgasm and intercourse, but also encompasses bodily, social and psychological dimensions, such as intimacy, sensuality and affection. Serious disease and treatment can affect patients' sexuality, having psychological, emotional and social ramifications (2) . Examples of the effect of illness on sexuality include low sexual capacity and activity, profound effect on libido, impotence, incontinence, fatigue and distress. The ramifications of illness and treatment upon patients' sexuality include destructive feelings of shame and guilt, loss of self-esteem, body-image concerns, sense of masculinity, grief, sadness, depression, anxiety, lack of intimacy and relational problems. The consequence is ultimately significant reduced quality of life (3, 4) . Sexual dysfunction is common in patients diagnosed with cancer or chronic disease, affecting patients' well-being (4-9). Cancer constitutes a major public health problem worldwide. In north-western Europe, an estimated 4.4% of the adult population has cancer and approximately 80% of patients diagnosed with cancer experience sexual dysfunction (10, 11) . Accordingly, chronic diseases represent a major proportion of human diseases and constitute a common risk factor for sexual dysfunction (12) (13) (14) . The number of patients diagnosed with cancer or chronic disease is increasing, highlighting the importance of professional attention to sexuality, including sexual dysfunction, following disease and treatment (5, 6, 8, 13, 15) . However, according to existing research, sexuality is an overlooked subject in the healthcare system, as communication about sexuality appears to be difficult and taboo (5, 7, 16) . A so-called 'two-way taboo' exists, as neither healthcare professionals nor patients initiate conversations about patient sexuality, rendering such conversations deficient or nonexistent (17) . Previous studies have shown that both healthcare professionals and patients rarely initiate conversations about sexuality due to several barriers (4, 18) . Fitch et al. (19) found that from the patients' point of view, some reasons for not discussing sexuality were lack of trust or rapport with healthcare professionals and a belief among patients that healthcare professionals do not have the time to discuss sensitive topics, such as sexuality. Another reason for not initiating conversations about sexuality, according to McCallum et al. (20) , was that patients could feel uncomfortable or embarrassed about discussing sexuality with healthcare professionals. A study by Stead et al. (21) demonstrated that frequent reasons why healthcare professionals did not encounter patients with sexual problems were lack of knowledge, embarrassment, limited time and low priority during disease and treatment. Similarly, Saunam€ aki et al. (22) found that 80% of healthcare professionals did not make the time to discuss sexual matters and concerns with their patients.
Despite the hesitancy to discuss patient sexuality in the healthcare system, sexuality and sexual functioning are considered important for patients' well-being and overall quality of life. In a Danish population study, nine out of 10 people between 16 and 95 years of age stated that sexuality and sexual functioning constitute a central part of their lives and overall quality of life. Moreover, sexuality and sexual health can strengthen patients and provide resources for recovering from serious and complicated diseases and treatment, highlighting the importance of addressing this topic in the healthcare system (3, 23) .
Despite the importance of sexuality to patients' overall quality of life and the high prevalence of sexual dysfunction among patients diagnosed with cancer or chronic disease, few studies have investigated the perspectives and experiences of patients with regard to sexuality as a taboo subject in the Danish healthcare system. Previous studies investigating the lack of conversations about sexuality in the healthcare system primarily focused on identifying potential barriers to addressing patients' sexuality, mostly using the perspectives of healthcare professionals as the starting point. A taboo is a subject that is intentionally avoided or not dealt with because it is socially unacceptable or associated with strong feelings of shame and modesty in a given culture. A taboo is a complex concept because it entails many different facets, from cultural prohibition enshrined into law or custom via suppression and concealment, to feelings of shame and embarrassment and stigmatisation owing to its articulation and violation (24) . The present study was undertaken to explore the perspectives and experiences of patients diagnosed with cancer or chronic disease with sexual dysfunction in the Danish healthcare system, in the light of the fact that sexuality seems a taboo subject. In particular, the study was aimed at understanding how patients experienced sexuality as a taboo subject in the healthcare system.
Methods
The methodological approach of the study was interpretive descriptive, inspired by both phenomenology and hermeneutics combined in an adaptive approach (25, 26) . The focus of the study was on patients' perspectives and descriptions of their experiences of sexuality as a taboo subject in the Danish healthcare system. The study utilised qualitative, in-depth semi-structured interviews to obtain rich and nuanced descriptions of patients' experiences of sexuality and sexual dysfunctions as a taboo or nontaboo subject within the healthcare system. The methodological approach was adopted in this study as it seeks to understand and explore a phenomena or experiences from the individual's own perspective (25) . The reporting of the study is in accordance with the Consolidated Criteria for Reporting Qualitative Research (COREQ) (27) .
Participants
The participants were purposively recruited from the Sexological Centre in Aalborg, Denmark. Patients diagnosed with cancer or chronic disease who were experiencing sexual difficulties or dysfunction received information about the study and were invited to participate in an anonymous interview. The staff at the Sexological Centre were intermediaries and identified potential participants. They informed potential participants about the study in general, and the potential participants were given a written letter containing more specific information about the study, its purpose and procedure, as well as information about the researcher. If patients were interested in participating, they gave the researcher permission to contact them by telephone in order to schedule and conduct an interview, if they still consented. In total, 24 patients were informed about the study and invited to participate. Eleven patients gave consent, but one withdrew due to lack of time. Consequently, ten patients were interviewed, all of them women. Although equal numbers of men and women had been invited to participate in the interviews, no male patients indicated interest in participating. The patients who refused to participate in the study (one woman and twelve men) did not elaborate or explained their lack of interest. All interviews took place at the participants' homes and were carried out between April and June 2017. The participants' demographic characteristics are presented in Table 1 .
Data collection
Using semi-structured interviews, experiences of ten patients regarding sexuality as a taboo subject in the Danish healthcare system were gathered. The intention was to obtain in-depth insight into patients' experiences based on their own perspectives and descriptions (25) . To ensure consistency in the interviews, a semi-structured interview guide was developed with open-ended questions. The questions covered experiences related to the course of their disease, sexuality and sexual dysfunctions, and thoughts, perceptions and experiences with sexuality as a taboo or nontaboo subject within the Danish healthcare system (see Table 2 ). The semi-structured interviews allowed participants to bring up topics or express thoughts that they considered important for their experiences, which were followed up by additional probing.
The interviews were audiotaped and lasted between 32 and 65 minutes. All interviews were conducted and transcribed verbatim in Danish by the first author, a female master of science in sociology. The transcriptions of the interviews were completed shortly after the interviews had been conducted to determine whether data saturation was reached. As a result, the number of ten interviews was not determined in advanced but proved to be an adequate number in terms of data saturation as no new insights or nuances emerged during the last few interviews (25) . The transcriptions resulted in a total of 186 pages (type Times New Roman, size 11). The transcriptions were not returned to participants for commenting.
The study was approved by the Danish Data Protection Agency (number 2008-58-0028). All patients were informed and ensured multiple times of their anonymity. Their statements were not personally identifiable. In a statement of consent, patients signed that they agreed with this and that their participation was voluntary, thus allowing them to withdraw their participation at any time, even after the interview had been conducted. Data were anonymised using pseudonyms and stored securely.
Data analysis
Data were analysed, primarily by the first author, using NVIVO Software (Alfasoft AB, Gö theborg Sweden). In order to search for meaningful patterns (themes) across the interviews, thematic analysis was performed (28) . As thematic analysis is a method for identifying, analysing and reporting themes within ones data, it is suitable for identifying meaningful themes and patterns across the experiences of patients regarding sexuality as a taboo subject within the healthcare system. In accordance with the adaptive approach utilitised in the study, the thematic analysis process was an iterative process and is exemplified in Table 3 (26) . The themes were identified from the data and involved the following steps. The first step of the analysis involved initial reading and precoding in order to get a sense of all data material and to comprehend the overall meaning of the participants' statements. Preliminary categories and themes were subsequently identified based on the initial coding. The themes were reviewed to check whether they adequately captured the contours of the coded data, which became the basis for theoretical interpretations (25) . The last step in the data analysis involved defining and naming the themes and lastly producing the report of the analysis (28) .
Results
The variation in perceptions of sexuality in the healthcare system and the variations in participants' willingness to talk about sexuality formed the basis for dividing participants into two groups. The first group comprised patients as 'initiators', who themselves initiated conversations about their sexuality, while the other group comprised 'non-initiators', who were hesitant to talk about their sexuality with healthcare professionals. There were other potential barriers that could affect patients'
inclination to talk about their sexuality with healthcare professionals. These included time, gender and relationship to the healthcare professionals. These barriers are discussed after the two groups of patients are described in the following. Quotations are used to illustrate and describe the findings (Fig. 1 ).
Initiators
Initiators took the initiative to discuss their sexual difficulties and dysfunction with healthcare professionals. However, despite this effort, they did not always succeed in their initiative, as the following quotation illustrates:
The healthcare professionals do not bring up the subject [sexuality]. And if I bring up the subject, it is dismissed. (23) Some patients thought that the dismissive behaviour of some healthcare professionals towards their initiative to discuss sexuality could have been due to a lack of knowledge or embarrassment:
I don't know if he felt embarrassed or awkward, but I just sensed that discussing sexuality was probably out of his comfort zone. Whether it was because he lacked knowledge of it or because he was embarrassed . . . I don't know'. (6) Regardless of the reasons why healthcare professionals did not discuss sexuality with patients, conversations about sexuality were deficient or nonexistent, leaving the patients frustrated and untreated.
Rejection. The initiators experienced sexuality as a taboo subject in part because their initiative to talk about sexuality was not accommodated and partly because their stated sexual difficulties were not subsequently followed up by the healthcare professionals. Consequently, they felt rejected, ignored and overlooked, as one participant expressed in the following quotation: Rejected. Yeah, you feel that you have something important to say, and then they just dismiss it, right?. (23) Sexual dysfunction following chronic disease or cancer produced feelings of inadequacy and created uncertainty as to whether the patients were good enough for their partners. Rejection of patients' initiative to discuss their sexuality and sexual difficulties merely confirmed patients' feelings of inadequacy due to their limited sexual functioning. When asked about her feelings in situations with healthcare professionals who did not want to discuss sexuality, one participant answered, Well, rejection. And that only confirms the vicious circle of inadequacy, feeling like a hypochondriac, feeling insufficient, and that you are not good enough. (5) These negative and destructive feelings of inadequacy were not only reinforced by the healthcare professionals' rejection of patients' initiative but also left the patients untreated for their sexual dysfunction and with no tools for moving forward and improving their situations, since conversations about sexuality did not occur.
It is probably not something you talk about. The aforementioned rejection created a feeling among the patients that sexuality was probably not something one discusses in the healthcare system. One participant said, Conversations about sexuality were non-existent. The healthcare professionals did not bring it up.
They never asked me how it felt, having only one breast (. . .) I thought it was just the way it was [not talking about sexuality]. (4) Thus, the dismissive reaction of healthcare professionals to patients' initiative made some patients wonder whether sexuality was an acceptable subject to raise, not only in the healthcare system but also in general.
I thought that it was just me being too forward about sexuality. Maybe it's not something you should talk about. (6) Consequently, patients refrained from bringing up their sexual challenges and difficulties with healthcare professionals.
If you say that it hurts during intercourse, and so on, and then you are just dismissed; for me, you simply keep your mouth shut. (5) However, it was not only the particular healthcare professional in question that patients' refrained from talking to regarding their sexuality; in consultations with other healthcare professionals, patients also refrained from bringing up their sexuality because of their previous experiences.
Healthcare professionals prevent me from talking about sexuality. You do not want to talk more about it when it is not being dealt with. (23) The patients expressed feelings of not being taken care of or taken seriously, as some healthcare professionals rejected their attempts to discuss sexual concerns, maintaining the 'two-way taboo'. However, it should be emphasised that not all initiators' initiatives to talk about sexuality were rejected by healthcare professionals. Some had positive experiences, as some healthcare professionals did discuss sexuality and sexual concerns with them. This provided a sense of security: Taboo subject in the Danish healthcare systemIt was just nice that sexuality was a topic you could talk about, that sexuality was not something that had to be pushed under the carpet. And that she [the healthcare professional] possessed knowledge of sexuality and could help me and thereby provide some security. (6)
Noninitiators
In contrast to the initiators, noninitiators were reluctant to contact healthcare professionals regarding their sexuality-related issues as well as with accommodating healthcare professionals' initiatives to discuss sexual matters. This was, among other things, due to the fact that some patients viewed sexuality as a very sensitive and private subject. As one participant said, It's hard to consult a doctor when it's something about one's sexuality. That's for sure. And it also requires a lot of oneself.
(1) Others mentioned that they were not ready to talk about their sexual difficulties because they were in the middle of a complex course of disease and were not mentally ready to discuss their sexual dysfunction with healthcare professionals. Regardless of the reasons for patients' reticence and hesitation to discuss their sexual concerns with healthcare professionals, all patients eventually talked about their sexual challenges; it was just a matter of time.
Time and readiness. Time was an important factor in patients' willingness to talk about sexuality with healthcare professionals. Several patients said that they had not been prepared to discuss their sexual difficulties -at least not to begin with. As one participant said, I'll start talking about my sexuality when I'm ready.
(2) However, it was not only time itself but also life-changing circumstances that affected patients' readiness to discuss their sexual dysfunction. One participant went to the doctor twice with the same symptoms and said, When I went to the doctor in the summer of 2016, I was very determined that this [sexual dysfunction] had to be solved. In 2011, I did not really have the same attitude because I was in a relationship then, and I thought that maybe the pain during intercourse was his [her boyfriend's] fault. (8) Furthermore, several participants reported that they had undergone a positive development during the course of their disease in relation to talking openly about their sexuality, which their participation in this study demonstrates.
I did not say anything, and they did not ask. Some noninitiators did not experience sexuality as a taboo subject in the Danish healthcare system.
In the course of my endometriosis, but also in the course of cancer, I have never felt that sexuality was taboo or that it was something they [healthcare professionals] would not talk about. I've never felt that. (2) Even though patients in this group did not perceive sexuality as a taboo subject, several patients did not experience healthcare professionals addressing or mentioning sexuality either.
I did not bring up sexuality myself, but I do not think that they [healthcare professionals] asked so many questions about my sexuality either. (9) Healthcare professionals rarely initiated discussions about patients' sexuality, and the reluctance of patients to discuss their sexual difficulties resulted in almost nonexistent conversations about sexuality.
During medical visits we did not talk a lot about sexuality. The examinations were completed and none of us brought up anything about the subject. (7) Hence, at best, the 'two-way taboo' exists, if not dominates, in some parts of the healthcare system. On the one hand, patients do not bring up their sexual concerns with healthcare professionals due to the sensitive and private character of this subject; on the other hand, healthcare professionals do not address or ask patients about sexuality, thereby reproducing the 'two-way taboo' in the healthcare system.
Barriers to addressing sexuality
Besides the two groups of patients, some barriers were evident that prevented patients from discussing their sexuality with healthcare professionals. The analysis showed that time, gender and the relationship between patients and healthcare professionals, in particular, were crucial factors for initiating conversations about sexuality. These three factors are presented individually as follows, starting with the importance of the relationships between patients and healthcare professionals.
The relationship is crucial. In some parts of the healthcare system, patients experienced that it was natural to discuss sexuality:
It depends on who it is. For gynecologists (. . .) it's natural. It's as natural as if someone breaks an arm, then it has to be wrapped. But for the general practitioner, it's like, sexuality is not part of their job. (23) However, it was not within a specific ward or part of the healthcare system that conversations about sexuality were consistently unsatisfactory or insufficient. Some patients experienced a lack of communication about sexuality with healthcare professionals, whereas other patients experienced difficulties in discussing sexuality with (oncology) nurses. Patients' willingness to discuss sexuality and their sexual difficulties were highly dependent on the healthcare professional to whom they were talking:
It is very dependent on the person, who is in front of me, whether there is good chemistry between us or not (. . .) If it is a person I trust, then it's easier to talk about (. . .). In general, it has not been difficult to talk about sexuality, but it has to be with people I trust. (3) Trust and a close and good relationship between patients and healthcare professionals were emphasised as important prerequisites for patients to discuss their sexual difficulties. One participant said that she always has been able to talk to her general practitioner about anything, which is primarily due to trust:
I trust him, and I know that he respects me. (5) A feeling of trust and respect contributed to patients talking about sexual dysfunction with healthcare professionals, highlighting the importance of establishing good, trustworthy relations with patients.
Gender. The participants in the study were exclusively women, and gender proved to constitute an important factor for all patients and a potential barrier for them to address and discuss sexuality in the healthcare system. All patients wished to discuss their sexual concerns with female healthcare professionals.
I prefer consulting female healthcare professionals, and I do not feel comfortable consulting male healthcare professionals. (8) Patients especially emphasised that female healthcare professionals are more sympathetic and understanding and that they are easier to talk to.
Sometimes it's an advantage to talk to female healthcare professionals. They are easier to talk to. (3) Whether or not it is easier to discuss sensitive subjects with healthcare professionals of the same sex, patients highlighted that male healthcare professionals might find it difficult to discuss sensitive topics, such as sexuality, with female patients.
[F]rom what I understand from other patients, there are just not so many male doctors who are pretty good at talking about it. (5) I think it can be difficult for male healthcare professionals to deal with and relate to. (6) However, it should be emphasised that some patients based their wishes for female healthcare professionals exclusively on unsupported assumptions and beliefs that female doctors are easier to talk to than male doctors, rather than on their own experiences.
Time available. Several patients experienced that limited availability of time during consultations constituted a barrier to discussing sexuality-related issues. They experienced that healthcare professionals were very busy and that there was no, or limited, time to discuss sensitive topics, such as sexuality.
One time [at a doctor's appointment] sexuality was not addressed at all because the doctor, well . . . Her phone rang three times during the conversation. And in five minutes we were out again. So there's no time to talk about a subject like sexuality. (4) Limited time meant that sexuality was not discussed in consultations, although it could easily and naturally have been addressed. Patients experienced gynaecological examinations as very short, with no time to discuss any sensitive topics or questions.
The gynecologist just asks how I have been since last time, shortly outlines my medical history, examines me, and then I can go back home. It does not even take 15 minutes. (7) The limited availability of time during consultations caused patients to refrain from bringing up sexualityrelated issues.
Discussion
This study was undertaken to investigate the perspectives of patients diagnosed with cancer or chronic disease regarding sexuality as a taboo subject in the Danish healthcare system. As taboo subjects are deliberately eschewed due to social norms and strong feelings of shame and modesty, sexuality appears to constitute such a taboo subject within the healthcare system. However, the analysis revealed that patients differed in their perceptions of sexuality. Different experiences and patients' own willingness to discuss their sexuality with healthcare professionals contributed to a general perception of sexuality as either taboo or not. These differences and variations in participants' perceptions formed the basis of the grouping of participants into two distinct groups. The two groups of patients -initiators and noninitiators -generated new findings to add to the existing research, which are important to consider in relation to patients diagnosed with cancer or chronic disease, who might experience sexual dysfunction as a result of disease and treatment.
First, the initiators initiated conversations about their sexuality themselves, indicating that not all patients considered sexuality as a private and sensitive topic, contradicting much of the existing research. Vermeer et al. (29) found that very few female cancer survivors experiencing sexual dysfunction sought professional help for their sexual concerns, despite the need for information and help. The reluctance of patients to discuss their sexualityrelated issues with healthcare professionals is especially attributed to the embarrassing nature of the conversation (19, 29) . For the initiators, this was not the case. They were not embarrassed or uncomfortable initiating conversations about their sexuality with healthcare professionals. Instead, in some cases, the healthcare professionals dismissed their initiative to discuss sexuality, leaving the patients frustrated and with feelings of rejection from the healthcare professionals. Feeling ignored or rejected can produce feelings of shame and embarrassment, which according to social psychologist Thomas J. Scheff and sociologist Erving Goffman signals a threat to the social bond and interaction (30, 31) . Further, according to Kari Martinsen, a Norwegian doctor of philosophy, rejection can destroy or break trust, which is an essential part of relationships between patients and healthcare professionals (32) . When ignored and refused by healthcare professionals, patients can become more vulnerable and embarrassed, inhibiting the establishment of good relations. Further, these unfortunate experiences of rejection might create mistrust and cause patients to avoid initiating discussions about sexuality in the future due to fears of being rejected and feeling ashamed (30, 32) . As the analysis showed, the initiators did not bring up their sexual concerns with healthcare professionals after their initiative had been dismissed. Rather, they were reticent about their sexual difficulties, suggesting that they felt violated and possibly embarrassed by the rejection of some healthcare professionals. The reluctance and dismissive behaviour of some healthcare professionals in relation to discuss patient sexuality may be a result of embarrassment. Previous research suggests that embarrassment, lack of knowledge, communications skills and time constitute reasons why healthcare professionals do not initiate or discuss sexuality with patients. However, Jarrett and Payne (1995) observed that even during quiet times, healthcare professionals were still reluctant to initiate and engage in conversations about sexuality (33, 34) . Moreover, according to Scheff and Edelmann, the body language and reaction of some healthcare professionals when confronted with the topic of sexuality and sexual dysfunctions indicate that they have felt embarrassed or uncomfortable discussing the subject (30, 35) . For example, one participant described a situation with a doctor, who turned his chair and back against her when she tried to talk to him about her sexuality and sexual concerns during cancer treatment. Another participant described a similar situation with a doctor who 'panicked' when she mentioned her sexual difficulties and the problems her sexual issues were causing in her relationship. This patient described the doctor as intensively looking at his desk to avoid eye contact. According to Scheff and Edelmann, these descriptions of the dismissive behaviour of healthcare professionals indicate feelings of embarrassment and shame. Whether rejection from healthcare professionals was caused by embarrassment, lack of time or lack of skills and knowledge, as previous studies have suggested (21, 22, 34, 36) , such dismissive behaviour left patients untreated, possibly resulting in negatively influencing the patients' well-being and overall quality of life (3). It is of vital importance that healthcare professionals accommodate patients' initiatives to discuss sexuality to maintain strong social relations and trust.
Similar to previous research, this study revealed that some patients were reluctant to discuss their sexuality with healthcare professionals; these participants were categorised as noninitiators. Some of these patients thought of sexuality as a very personal and private topic, which could lead to feelings of embarrassment, whereas others did not consider sexuality important in relation to the course of their disease, supporting existing research (19, 37) . Although the noninitiators did not initiate conversations about their sexual difficulties with healthcare professionals themselves, most of them could not recall having any conversations about sexuality initiated by healthcare professionals either. This may be explained by a belief among healthcare professionals that most patients are too sick to be interested in sexuality and that sexuality should be discussed only if initiated by the patient (22) . However, as suggested by Wilson (1995) , sexuality should be part of the plan of care for patients on equal terms with other components of daily living such as nutrition and mobility (38) . A Finnish study conducted by Hautam€ aki-Lamminen et al. (2013) showed that some patients have a greater need for information about sexual issues. Certainly, our findings supported and elaborated on this by demonstrating that the need for discussing sexuality and sexual issues related to illness and treatment is highly individualised. However, as suggested by Hautam€ aki-Lamminen et al. (39) , healthcare professionals should identify patients in need of sexual counselling and provide an opportunity for them to discuss sexuality. The PLISSIT model developed by Annon (1976) representing four levels in sexual counselling (P = permission-giving, LI = limited information, SS = specific suggestions, and IT = intensive therapy) or 10 strategies for improving assessment in sexuality developed by Mick (2007) is examples of guidelines and models that could be utilised in addressing and discussing sexual issues in the Danish healthcare system (40, 41) .
Conclusion
The reluctance of both patients and some healthcare professionals to discuss sexual-related issues resulted in conversations about sexuality being nonexistent, reproducing the 'two-way taboo' and leaving patients untreated. As illness and treatment can have significant negative effects on sexuality, including psychological, emotional and social ramification, impairing the overall quality of life and mental well-being, healthcare professionals should routinely address sexuality with patients and thereby signal to patients that it is acceptable and safe to discuss sexual matters in the healthcare system. The findings of this study highlight the importance of incorporating sexuality in consultations with patients diagnosed with cancer or chronic disease in order to avoid the undesirable 'two-way taboo' and enhance patients' overall quality of life during illness, treatment and rehabilitation.
Limitations
There are some methodological limitations to this study. Primarily, a male patient perspective was missing, as no male patients were interested in participating in the study, affecting the transferability of the study (42) . The perspective of male patients is important because there may be some differences between men and women and their experiences of discussing or not discussing sexuality with healthcare professionals within the healthcare system. Further, as the group of participants in this study constituted a relatively homogeneous group, especially in relation to gender and type of disease, the transferability of the study may be limited. However, despite the relatively homogeneous group of participants, it became evident that their perceptions of sexuality as a taboo subject within the healthcare system varied and their experiences of discussing sexuality with healthcare professionals were very individualised. In addition, the participants provided sufficient detail on their experiences to evaluate the transferability to other settings, situations and patients (42) . The results may be transferable to other patients experiencing sexual dysfunctions because of illness and treatment.
In order to enhance the transparency of the study, an interview guide (Table 2 ) was developed and an overview of the thematic analysis process was visualised ( Table 3 ). The analysis has been through two external reviewers with whom the findings were questioned and discussed to achieve trustworthy and credible findings (42) .
